Letter to the Editor tagonistic responses of the family members and patients pleading for accommodation by learning effective communication about OCD; (2) response prevention of accommodation by family members, and (3) planning joint activities.
Patients had received on average 2.8 (range 0-5) previous treatments (psychotherapy and pharmacotherapy). The mean duration of the partner relationship was 14.3 years (SD 13.6; n = 15). We did not assess psychopathology of family members, which is a limit of this study.
Ten couples completed the family treatment. Six couples dropped out: because their relationship broke up (n = 1), because of no show (n = 2) and because of a lack of motivation to change (n = 3). Sessions were audiotaped; an independent assessor checked a random sample of 50% on patient and therapist compliance to the protocol. The therapists offered core interventions according to the protocol; patients adequately conducted most of their homework but were hesitant to practice communication exercises at home. Table 1 presents the results of the ITT analyses. Results of the ITT and completer analyses were similar. In patients, OC symptoms significantly decreased; 8 patients achieved a reliable change. Of these, 6 recovered. The results of the remaining patients did not
Research has demonstrated the effectiveness of cognitive behaviour therapy (CBT) for patients with obsessive-compulsive disorder (OCD). However, almost half of the treated patients still meet the criteria for OCD at follow-up. A potential strategy for enhancing CBT is to focus on the family interaction related to obsessive-compulsive (OC) symptoms. Family members commonly respond to OCD in two ways: they accommodate (adapt, participate) and/or antagonize (criticize, oppose). These responses are related to an unfavourable outcome of CBT and to disability in patients and their family members. Hence, focusing treatment on family responses to OCD may enhance therapy outcome and may improve functioning of patients and family members.
Three controlled studies have examined whether family interventions enhance CBT treatment. Results are positive in two studies [1, 2] and non-significant in the third [3] . It is remarkable that only one study has focused on antagonistic responses besides accommodative responses [1] , showing positive results. However, this study used a group format, and research has indicated superiority of individual family formats [4] . Therefore, we developed a brief CBT family intervention with an individual family format focusing on both antagonistic and accommodative responses. Moreover, contrasting previous studies, we aimed at normalizing the family relationship by encouraging pleasurable, joint activities. This way we positively and contingently reinforced response prevention of OCD.
We aimed to improve: (1) OC symptoms and (2) functioning of patients and family members. The protocol was added to regular CBT and offered to a couple consisting of a patient with OCD and the family member most involved in caring for the patient. This pilot study investigated the feasibility and effectiveness of our brief CBT family intervention.
The protocol involved five sessions of 90 min, planned every other week. Each session included three parts: (1) 186 change significantly, including antagonism. In family members, accommodation significantly decreased and social functioning (WHODAS subscale Getting Along) and atmosphere at home significantly improved. A non-significant trend of improvement in the overall level of functioning appeared.
Both patients and family members were satisfied with the family intervention. They appreciated getting advice about dealing with OCD in the context of their relationship. Both benefited but in different respects. Patients, most of whom had received several previous treatments, experienced a clinically significant reduction of OCD. Family members reduced accommodation, whereby they experienced that the feared consequences did not occur, possibly due to the coping strategies provided. Stopping with antagonism appeared to be difficult; this implied more emotional contact which appeared to trigger threat. Therefore, patients and family members were hesitant to practice communication exercises at home even though they considered them to be helpful. It is possible that five sessions were not sufficient to change antagonistic behaviour patterns, i.e. more sessions are required. The high dropout rate might be explained by the impression of therapists that the brief CBT family intervention got to the root cause of OCD and therefore was hard. More effort is required to inform patients and their family members beforehand about the implications of therapy and to support and motivate them during treatment.
The results of our study indicated a benefit for both patients and family members. Information provided beforehand should address the implications of therapy. Additionally, the protocol should be expanded to elicit antagonistic behaviour change and for motivation and support. Our conclusion is that our treatment package including the brief CBT family intervention is promising and warrants further examination using a controlled design. 
